Hospital, Oxford suMMARY A patient presented initially with a testicular mass, which on biopsy had morphological features consistent with malignant histiocytosis. The tumour cells labelled strongly with EBM/I 1, a murine monoclonal antibody with high specificity for cells of the human mononuclear phagocyte system. Subsequent clinical and laboratory studies confirmed the diagnosis. As poorly differentiated tumour cells reacted with EBM/I 1, this antibody may be useful in positively identifying malignant tumours with histiocytic differentiation from malignancies of other types where morphological detail alone is inconclusive in tumour classification.
Malignant histiocytosis, the malignant proliferation of cells of the mononuclear-phagocyte system, was first described by Robb We describe a case of malignant histiocytosis which had most of the conventional morphological, ultrastructural, histochemical and immunohistochemical features of this tumour, but which also showed a strongly positive immunohistochemical reaction with Accepted for publication 23 June 1988 EBM/l 1, a recently described monoclonal antibody which has high specificity for cells of the human mononuclear-phagocyte system.8
Material and methods

TISSUE PREPARATION AND ANALYSIS
The bulk of the tissue submitted for histological examination was fixed in 4% formalin and processed by routine histological techniques. Paraffin wax sections (5 pm) were stained with haematoxylin and eosin, methyl-green pyronin, Giemsa, periodic acid Schiff with and without diastase pretreatment, Perls's Prussian blue and Gomori's reticulin.
Material for transmission electron microscopy was fixed in buffered 4% glutaraldehyde at 4°C for four hours, fixed with osmium tetroxide, dehydrated in graded alcohols through propylene oxide and embedded in Emix (Emscope). Sections (0-5 pm) were stained with toluidine blue, and ultrathin sections from selected fields stained with uranyl acetate and lead citrate were examined by transmission electron microscopy.
Portions of fresh tissue were snap frozen in liquid nitrogen and stored at -70°C. Sections (5 pm) were cut on a cryotome, and air dried at 22C overnight. Immunohistochemical staining was carried out using a panel ofantibodies, the details ofwhich are included in the 
CLINICAL FINDINGS AND LABORATORY INVESTIGATIONS
A 67 year old man presented with painless haematuria. He also complained of bruising easily for three weeks. Examination showed large ecchymoses over both calves and the right inguinal area. The only other abnormal finding was an enlarged right testis measuring 11 x 8 x 5 cm. There was no lymphadenopathy or visceromegaly.
The full blood count showed a haemoglobin concentration of 12-0 g/dl, a white cell count of 13-7 x 109/ 1, and a platelet count of 51 x 10/1. The peripheral blood film was leucoerythroblastic and the bone marrow was abnormal. The coagulation screen (prothrombin time, kaolin cephalin clotting time, and fibrinogen titre) was normal. The biochemical profile showed a urea concentration of 11-3 mmol/l (2-5 - In view of the right testicular mass orchidectomy was done. On the basis of the bone marrow and testicular histology, the patient was given cytotoxic drugs, CHOP (IV cyclophosphamide 1500 mg, IV adriamycin 100 mg, IV vincristine 2 mg and oral prednisolone 120 mg, daily for eight days) alternating at two weekly intervals with IV methotrexate 375 mg (with folinic acid rescue). He received two courses in the succeeding two months and although requiring supportive blood transfusions was relatively well. Following the start of chemotherapy serum acid phosphatase fell to normal values. One week after the second pulse ofmethotrexate he was readmitted with a fever of 39°C and haemorrhage. He was very pancytopenic (white cell count of 0-2 x 109/l, haemoglobin concentration of 9-7 g/dl, and platelet count of 12 x 109/l). In spite of treatment (folinic acid, supportive blood, and platelet transfusions and broad spectrum antibiotics) he remained pancytopenic and died one week later. Necropsy was performed three days later.
Results
On gross examination, the right testis was partially replaced by firm homogeneous white tumour, and where residual testicular tissue was recognisable it appeared to be infiltrated by tumour. The tunica was not penetrated.
Necropsy showed that there was no superficial or deep lymphadenopathy. The spleen was ofnormal size and the liver was slightly enlarged (1950 g). The lumbar vertebral bone marrow was red, soft, and gelatinous. The femoral bone marrow which extended down the entire length of the shaft was of similar appearance.
HISTOPATHOLOGY
The bone marrow aspirate and a trephine biopsy specimen showed a dense infiltrate, arranged in diffuse sheets of large abnormal mononuclear cells with prominent nucleoli (fig 1) . The The tumour in the testis was arranged in sheets of non-cohesive cells which in places completely obliterated the normal testicular architecture but which also extensively infiltrated around normal testicular tubules. In the left testis the normal structures were preserved, although widely, separated by extensive interstitial infiltrates of tumour cells. The cells were large, containing a variable amount of palely eosinophilic cytoplasm, and in some erythrophagocytosis was seen (fig 2) . The nuclei varied from ovoid to highly convoluted or multilobulated. Mitotic figures were abundant and many were atypical. The nuclei were vesicular with thick nuclear membranes, clumping of chromatin, and one or more nucleoli which were not prominent. Many cells contained cytoplasmic pigment, which stained as haemosiderin.
The tumours in the bone marrow and the testis were of similar appearance.
The tissues obtained at necropsy showed poor morphological detail. The bone marrow was largely replaced by benign reactive histiocytes among which were scattered tumour cells. Haemopoiesis was considerably reduced with scattered regenerative islands W.~~~~~~~f. 
